treated with intravenous digoxin and oral verapamil and the atrial fibrillation gave way to sinus rhythm. The standard chest radiograph showed a widening of the tracheobronchial angle, mimicking left atrial enlargement. Two dimensional echocardiography disclosed a large echolucent cystic mass compressing the left atrium with a left atrial cavity much reduced in size (fig 1) . The lateral radiograph and tomograms showed a homogeneous mediastinal mass. Computed tomography of the thorax showed a large, sharply defined mass located in the posterior and middle compartments of the mediastinum, compressing the left atrium (fig 2) , the tracheobronchial angle and the oesophagus. At thoracotomy a cystic mass, measuring about 3 x 4 cm, was found just beneath the bifurcation of the trachea extending from the oesophagus to the pericardium and compressing the left atrium. The entire cyst was easily dissected from the surrounding tissues and removed. The postoperative course was uneventful. The cyst had a smooth external surface and contained a brownish, thick material. Microscopic examination showed the inner surface of the cyst to be lined with respiratory epithelium, beneath which was fibrous connective tissue. In some areas of the cyst wall the lining epithelium was absent and there was chronic inflammation.
Discussion
The occurrence of major complications from a bronchogenic cyst is uncommon and extrinsic compression of the heart appears to be quite exceptional. To the best ofour knowledge this has been described in only two studies so far. Maier' reported two cases of intrapericardial bronchogenic cyst in which sudden death was attributed to pressure on the heart or great vessels, and more recently a case of bronchogenic cyst compressing the pulmonary artery and right ventricular infundibulum has been described. 
